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A 24-year-old non-smoking woman presented with a he-moptysis. Computerized tomography of the chest re-
vealed a left mainstem bronchial sessile lesion measuring 1.5
cm, and virtual broncoscopy demonstrated complete occlu-
sion of the lumen. Histological examination of broncoscopy
fiberoptic forceps biopsy specimen was positive for carcinoid
tumor presenting typical features. The patient has from dys-
pnea resulting from ipsilateral obstructive emphysema–atel-
ectasis sequence at the time she was referred to the surgical
oncology and began treatment. The patient was treated by a
circular bronchoplasty with satisfactory functional results.
Plastic reconstructive operations for mainly endobronchial
growths tumors in the absence of mediastinal nodal meta-
static involvement of the mainstem bronchi are strongly
supported.1 The aorta was dissected circumferentially to al-
low passage of tapes for retraction to expose the bronchus
fully. Care was taken to avoid injury to intercostal vessels
originating from the aorta, which can be difficult to repair.
The recurrent laryngeal nerve was protected from direct
traction or injury because it passes beneath the aorta. It was
necessary to encircle the distal trachea and right mainstem
bronchus with tapes for retraction. With additional cervical
flexion, this allows the carina and the proximal left main
bronchus to be delivered into the operative field, simpli-
fying anastomosis. Resection of most or all of the left
mainstem bronchus produces tension, which requires in-
trapericardial mobilization. Angulation of the pulmonary
artery was not a problem. At 45 days postoperatively, the
patient was doing well. There were no surgery-related
complications (Figure 1).2,3
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FIGURE 1. A, A carcinoid tumor measuring 1.5 cm arising
from the medial wall of the main left bronchus just one ring
from the tracheal carina completely occluding the lumen. B,
Virtual broncoscopy image of the same patient. C, Surgical
specimen of the circular left mainstem bronchoplasty. Notice
the endoluminal oclussion.
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